To the Editor,
We read with great interest the study by McKeen et al. reporting on difficulties related to tracheal intubation in obstetrical anesthesia. 1 We congratulate the authors on the quality of this study, particularly considering the high volume of cases they reviewed. The results are reassuring since the incidence of failed or difficult tracheal intubation was similar to that observed in the general population, and it remained stable during the 20-yr sampling period. These findings should provide some reassurance to diminish operator stress typically encountered when managing the airway in obstetrical anesthesia. Nevertheless, airway management in obstetrical anesthesia remains a challenge, particularly in the emergency context, with implications for both neonatal and maternal morbidity if airway management is difficult and prolonged. The reduced functional residual capacity in the term parturient increases the risk of rapid hypoxemia to \ 60 sec in the peri-induction setting. 2 Thus, anticipation is a key element toward successful outcomes in obstetrical anesthesia.
Despite recognized limitations of bedside airway assessment to predict difficult tracheal intubation, it is essential to anticipate potential difficulties in both the general surgery and obstetrical population. Each test used to assess airway conditions has a poor to moderate discriminative capability when performed in isolation. However, this discriminative power can increase incrementally by the combined use of several tests. 3 In the study reported by McKeen et al., it was notable that only 16.8% of the charts of patients who underwent tracheal intubation included complete airway documentation. However, the extent of incomplete documentation of airway assessment has been reported previously in a study evaluating the quality of anesthesia records in Aquitaine, France. 4 In that study, \ 30% of the 3,193 patient files evaluated from 64 health care settings had an explicit conclusion concerning airway management. Mallampati classification was documented in 76% of the charts, whereas mouth opening and thyromental distance were recorded infrequently (36% and 11% of files, respectively). In June 2005, the Haute Autorité de Santé in France developed a frame of reference for evaluation of professional practice to improve quality of care in anesthesia.
5 Airway assessment is one of ten items evaluated to assess the quality of anesthesia records. Given this international context, it would be interesting to know whether the quality of airway evaluation in McKeen's study was stable or variable during the 20-yr period of data collection and, furthermore, whether policies exist in Canada or are being developed to increase the rate of complete airway evaluation. 
Conflicts of interest

Reply
We appreciate and thank Dr. Pasquier et al. for their interest and comments on our recently published study. 1 We congratulate their national initiative to improve quality of anesthesia care and documentation of airway management by including it as part of a ten-point professional practice evaluation. We are unaware of any similar national initiative in Canada. In the Guidelines to the practice of anesthesia-Revised edition 2011, the Canadian Anesthesiologists' Society recommends that findings on pre-anesthetic assessments should be documented by the physician, but it does not specifically identify preoperative airway evaluation. 2 In response to Dr. Pasquier et al.'s query, we reviewed our data set to determine whether the rate of preoperative documentation changed over the 20-year period. We did find a significant improvement in the rate of anesthetic records documenting a preoperative airway assessment (v 2 test for trends P \ 0.0001), i.e., from 0.1% in the first phase (1984) (1985) (1986) (1987) (1988) to 10.7% in the second (1989) (1990) (1991) (1992) (1993) , 83.3% in the third (1994) (1995) (1996) (1997) (1998) , and 81.6% in the fourth (1999) (2000) (2001) (2002) (2003) phase.
The publications of Samsoon et al. in 1987 and then of Hawkins et al. in 1997 likely had a significant impact on how our colleagues evaluated the obstetric airway and on their understanding of airway-related risk and anesthesiarelated mortality. 3, 4 Also, in 2000, our institution implemented electronic anesthesia records, which also contributed to improved recording of preoperative airway evaluations. We are currently in the process of implementing a new anesthesia information system, and we plan to evaluate further the impact of such systems on patient management.
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